Abstract By expanding access to affordable insurance coverage for millions of Americans, the Affordable Care Act will likely increase demand for the services provided by federally qualified health centers (FQHCs), which provide an important source of care in low-income communities.
Since 2009, the federal government has provided FQHCs with unprecedented funding for health information technology (HIT) infrastructure to help them deliver more coordinated and efficient care to an ever-growing patient population. 4, 5 Health centers also have turned to the patientcentered medical home (PCMH) model, which uses HIT, including chronic disease registries and patient portals, along with quality improvement, care management, and enhanced access to meet the needs of their patient populations. This issue brief presents findings from the 2009 and 2013 Commonwealth Fund Surveys of Federally Qualified Health Centers, which measure the extent to which FQHCs have adopted the medical home model and assess other characteristics that may make FQHCs better able to meet increasing demand. We identified 12 core functions indicative of medical home capability across six domains: patient access and communication, patient tracking and registries, care management, test and referral tracking, quality improvement, and coordination with external providers. A health center is considered to have high medical home capability if it can perform at least nine of the 12 core functions, medium capability if it performs six to eight functions, and low capability if it performs fewer than six functions (Table 1) . (To learn how this study was conducted, see page 7.)
FINDINGS Federally Qualified Health Centers Increased Their Ability to Function as Medical Homes from 2009 to 2013
Between 2009 and 2013, the percentage of centers exhibiting high medical home capability more than tripled (Exhibit 1). In 2013, most centers (62%) reported a medium or high level of medical home capability. This is a marked improvement from 2009, when only 32 percent reported a medium or high level, and the majority (64%) exhibited low medical home capability. The largest gains were made in the domains of patient tracking and registry functions and care management capability. However, during this same time period, health centers' performance decreased in the area of coordinating with external providers.
Financial Incentives and Support for Quality Improvement Are Associated with Medical Home Capability
Survey results indicate that health centers that function as medical homes (whether recognized by an accreditation program or not) have greater support for quality improvement activities. Slightly more than one-third of centers overall report having enough dedicated staff (37%) and information systems (37%) to provide timely data and feedback on quality improvement activities. But among FQHCs with high medical home capability, those figures are higher: 56 percent have enough staff and 53 percent have the necessary information systems (Table 2) . Overall, in 2013, a far greater percentage of centers (70% vs. 46% in 2009) said they could generate lists of patients according to lab results (Exhibit 2). The ability of centers to electronically generate lists of patients' active medications more than doubled, from 39 percent in 2009 to 87 percent in 2013. The observed improvement in these patient tracking functions may be due in part to increased adoption of electronic medical record systems that automate these processes. 6 Medical home capability is linked to financial incentives. The majority of health centers demonstrating high medical home capability reported receiving financial incentives for participating in quality improvement activities (60%), achieving certain clinical care targets (62%), and managing patients with chronic disease or complex needs (59%) ( 
Health Centers with Higher Medical Home Capability Have Greater Workforce Stability
Transforming a practice to a medical home can be an arduous and painful process and the changes required may be disorienting to and demanding on staff. 9 However, our results show that nearly half (47%) of health centers that met our definition of high medical home capability reported improved or much improved provider and staff satisfaction over the past two years, compared with only 39 percent of those with medium capability and 27 percent of those with low capability (Table 2) . Those with high medical home scores also reported improved or much-improved ability to recruit and retain physicians, nurses, and support staff. These results indicate that while high staff turnover may be a barrier to effective transformation, it is not necessarily a symptom of the transformation process itself.
(For further findings on health center workforce issues, see Ready or Not? How Community Health Centers View Their Preparedness to Care for Newly Insured Patients.)

Medical Home Capability Is Linked to Greater Access to Specialty Care Overall, but Difficulties Remain for Medicaid Patients
Though health centers have increased their patients' access to primary care, they still struggle with obtaining specialty care for their patients, particularly for Medicaid and uninsured patients, who make up nearly three-quarters of the patient population served by FQHCs. 10 From 2009 to 2013, the number of health centers reporting they can easily obtain specialist or subspecialist appointments for their Medicaid patients declined 34 percent (Table 1) . Fewer than one-quarter of centers reported easily obtaining specialist or subspecialist appointments (22%) and procedures (22%) for their Medicaid patients. These figures drop to 7 percent and 4 percent, respectively, for uninsured patients (Table 3) . Health centers with high medical home capability report they can easily obtain procedures or office visits with specialists for their Medicaid patients at double the rate of medium-and low-capability centers (Exhibit 3). Greater medical home capability is also correlated with the ability to track referrals. Nearly four of five (79%) high-capability health centers track specialist and subspecialist referrals until the consultation report returns to the referring provider; about half as many (42%) low-capability health centers are able to do this (Table 3) .
Medical Home Capability Is Associated with Greater Provision of Behavioral Health, Dental, and Nonmedical Services
FQHCs are mandated to provide either directly or through established written arrangements and referrals all primary and preventive care their patients may need, as well as certain nonmedical services-such as benefit counseling, transportation, and language services-that enable patients to access care and improve their health. 11 Despite these requirements, all health centers are not equally capable of providing such services consistently across all sites. More than half of health centers provide services such as dental care (53%) and mental or behavioral health care (53%), benefit counseling and insurance eligibility assistance (51%), and translation services of any kind (74%) ( Table 3) .
Only 30 percent of health centers reported that patients can usually access transportation services when they need them. Across the board, a greater percentage of centers exhibiting high medical home capability are able to offer this array of services.
POLICY IMPLICATIONS
Federally qualified health centers form the foundation of the primary care safety net, serving as willing providers for Medicaid and uninsured patients and meeting the complex health and social needs of low-income and minority populations. By extending health care coverage to millions of Americans, the Affordable Care Act may increase patient demand for FQHC services. Our findings show that on the whole FQHCs have increased their ability to serve as medical homes, providing more comprehensive and coordinated care. As such, they are likely better prepared to meet any increased demands to meet patients' complex needs under the ACA's coverage expansions. FQHCs' progress in becoming medical homes may be attributable in part to concerted efforts by the Bureau of Primary Health Care to prioritize medical home transformation among the nation's community health centers. FQHCs may receive federal technical assistance in the form of learning collaboratives, support for developing information centers, and cooperative agreements with state primary care associations and the National Association of Community Health Centers for onthe-ground support. FQHCs have also benefited from additional federal support for capacity expansion and practice transformation under the Affordable Care Act. The ACA authorized $11 billion in funding over five years to expand health center capacity. It also authorized programs that support the spread of the medical home model among health centers. For example, the FQHC Advanced Primary Care Practice Demonstration provided approximately 500 FQHCs with an additional 
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per-member-per-month fee for Medicare beneficiaries, as well as support to achieve medical home recognition from the National Committee for Quality Assurance. In addition, the ACA's Medicaid health home program aims to better coordinate care for Medicaid beneficiaries with multiple chronic conditions. Ongoing federal support for practice transformation in FQHCs will be critical in maintaining the capability of the primary care safety net to provide high-quality, comprehensive care for low-income and minority populations.
The Safety Net Medical Home Initiative 12 (SNMHI), a five-year initiative that supported 65 community health centers in five states to transform into patient-centered medical homes, demonstrated the kind of support needed to assist community health centers in becoming medical homes. Technical assistance and peer-to-peer learning opportunities were highly instrumental in supporting community health centers in achieving medical home status. 13 Even with a targeted, hands-on approach, however, many of the sites in the SNMHI did not achieve a high level of success until the third or fourth year. This extended pace of transformation is consistent with previous studies. 14, 15, 16 Continued investment and assistance is necessary to maintain gains already achieved and to support forthcoming success. FQHCs are making progress in increasing their medical home capability, but challenges remain. Obtaining access to specialty care for Medicaid and uninsured patients is challenging, and this is anticipated to intensify under the Affordable Care Act. FQHCs frequently rely upon inconsistent channels like informal relationships with subspecialists or contracts with community hospitals to obtain specialty care for their patients. 17 Participating in integrated delivery systems, such as accountable care organizations, is one promising way to improve specialty care access, but centers will need additional support to overcome the financial and infrastructure challenges to participating in these models. 18, 19 FQHC patient populations are likely to have nonmedical needs, such as transportation problems, financial challenges, and inadequate access to food and housing, which can interfere with their ability to access care and to benefit from health care interventions. FQHCs tend to offer more nonmedical support services than do other practices, but they need sustainable means of financing these services to provide them consistently. 20 Increasing medical home capability can help, as providers may be eligible to receive incentive payments for improving care coordination and linking patients to social services. 21 Federally qualified health centers are a core component of the health care safety net and their significance will only increase as more low-income Americans gain health insurance and the remaining uninsured are left with few options to obtain affordable health care. Our surveys highlight areas where additional support is likely needed to enable these providers to continue fulfilling their important mission. Medical home capability was measured using questions from the Short-Form Safety Net Medical Home Scale, developed by Robert Nocon and colleagues at the University of Chicago. This scale assesses six domains of the medical home: access and communication, patient tracking and registry, care management, test and referral tracking, quality improvement, and external coordination. It asks health centers to rate how well their clinic performs along 12 medical home functions, which represent an abbreviated version of a previously validated 52-item medical home scale. The short-form scale has been shown to correlate well with the full medical home scale. These functions are listed in Table 1 and include: before-hours, after-hours, and weekend visits for well care; same-or next-day appointments; clinical telephone advice on weekends or after-hours; electronic patient medication lists; lists of patients by lab result; patient reminder notices for preventive or follow-up care; provider prompts for appropriate services needed by patients (such as immunizations or screenings); tracking lab tests; collecting and reporting clinical outcome data; collecting and reporting patient experience data; obtaining timely specialist appointments for Medicaid patients; and receiving hospital discharge reports. In this study, a health center is considered to have high medical home capability if it can perform at least nine of the 12 core functions; medium capability is defined as meeting six to eight functions, and low capability is defined as meeting fewer than six functions. Data were weighted by number of patients, number of sites, geographic region, and urban/rural location to reflect the universe of primary care community centers as accurately as possible. Referring provider usually receives a report back from the specialist/subspecialist about care given to the patient 43 36 46 54
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Center usually tracks specialist/subspecialist referrals until the consultation report returns to the referring provider 59 42 66 79
Report from the specialist/subspecialist is usually received by the center within 30 days 31 27 33 39
